Introduction
Colon cancers, as part of the colorectal cancer (CRC) spectrum, have a low prevalence, low incidence and relatively stable rates in India as compared to the West and even other countries in Asia, where rising incidence rates have been noted. [1] [2] [3] [4] It is not among the five most common incident or prevalent cancers across most rural or urban, population-based or hospital-based registries in India. [5] Whether this is a reflection of varying diet patterns, lesser outreach of registries or different socioeconomic factors as compared to other parts of the world remains to be seen. [4, 6] Major improvements in disease-free survival and overall survival (OS) in patients with nonmetastatic colon cancer has been as a result of improving quality of surgery and adjuvant chemotherapy. [7] [8] [9] [10] [11] [12] [13] The importance of microsatellite instability (MSI) status in Stage II cancers, the potentially debilitating neuropathy related to oxaliplatin as well as the arguably benefit of oxaliplatin in patients >70 years of age, have all lead to a greater role of personalized adjuvant treatment of colon cancers. [14] [15] [16] [17] The results of the International Duration Evaluation of Adjuvant Chemotherapy (IDEA) project have also given options to treating oncologists with regard to the duration of adjuvant chemotherapy. [18, 19] Our institution is a tertiary cancer center in India where approximately 700 CRC patients undergo baseline evaluation and further management. [20] Previous data have suggested certain unique characteristics of patients diagnosed with colon cancer in India, specifically with relation to age (median age of presentation-4 th -5 th decades) as well as a higher incidence of signet-ring cancers. [21, 22] With these aspects in mind, we This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms.
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were also were evaluated as prognostic factors with additional factors evaluated being age (<50 years and age >65 years), delay in administration of adjuvant chemotherapy (≤3 weeks vs. >3 weeks; ≤4 weeks vs. >4 weeks; ≤6 weeks vs. >6 weeks) and presence or absence of cardiovascular abnormalities.
Adjuvant chemotherapy
The specifics of regimen administered, chemotherapy compliance, completion rates, and requirement of dose reduction was detailed. Planned therapy for patients receiving 5 -fluorouracil and mFOLFOX-7 was considered as 12, while it was considered as 8 for patients receiving capecitabine or capecitabine-oxaliplatin (CAPOX). The doses for these regimens were as follows: 1. Modified CAPOX -Oxaliplatin (130 mg/m 2 IV on day 1) every 3 weeks plus capecitabine (2000 mg/m 2 /day in two divided doses for 14 days on, 7 days off) 2. Modified FOLFOX-7 -Oxaliplatin (85 mg/m 2 IV on day 1), Leukovorin (l-LV) 400 mg IV and 5-FU 2400 mg/ m 2 IV over 46 h (days 1-2) continuous intravenous infusion, every 2 weeks 3. Single-agent capecitabine -2000 mg/m2/day in two divided doses for 14 days on, 7 days off, every 3 weeks 4. Single-agent 5-FU/LV -(l-LV) 400 mg IV and 5-FU 2400 mg/m 2 IV over 46 h (days 1-2) continuous intravenous infusion, every 2 weeks.
As per institution protocols, adverse events were recorded as per NCI-CTCAE National Cancer Institute -Common Terminology Criteria for Adverse Events version 4.03 in this study.
Clinical data collection and statistics
For this study demographic data and baseline clinical and tumor characteristics, chemotherapy regimens, surgical procedures, and outcomes were collected retrospectively from the charts maintained prospectively (GI Medical Oncology Information System and electronic medical record system). All data were entered in SPSS (Statistical Package for the Social Sciences) software Version 21 (IBM) and used for analysis. Descriptive statistics including median, frequency, and percentage for categorical variables is used to describe age, gender distribution, and adjuvant treatment. Survival outcomes in terms of event-free survival (EFS) and OS were analyzed. Median EFS was calculated from the date of diagnosis to the date of clinical or radiological evidence of disease recurrence or the last follow-up date. Median OS was calculated from the date of diagnosis until the last follow-up or death. Survival analysis was performed using KaplanMeier estimates and log-rank test for bivariate comparisons. All prognostic factors that approached significance on univariate analysis (P ≤ 0.05) were considered for multivariate analysis and reported with hazard ratios and 95% confidence intervals. Factors not approaching prespecified P ≤ 0.05 value are not reported.
Results

Baseline characteristics
A total of 491 patients satisfied the inclusion criteria for entry into the study. The mean duration between surgery and beginning of adjuvant chemotherapy was 25 days (range: 11-94) [ Table 1 ].
Adjuvant chemotherapy in Stage II cancers and in Stage III cancers
Details of chemotherapy administration in Stage II and Stage III are mentioned in Supplementary Tables 1 and 2 . Safety analysis and delivery of monotherapy and doublet adjuvant chemotherapy are described in Table 2 . Patients with Stage I cancer were observed postresection.
Two hundred and ninety-eight patients received doublet chemotherapy (modified CAPOX -266 patients; modified FOLFOX-7 -32 patients), whereas 86 patients received monotherapy (single-agent capecitabine -80 patients; single-agent 5-fluorouracil -6 patients). Figure 1 ].
Of the prognostic factors evaluated for OS, final stage, the degree of differentiation and younger age approached or attained statistical significance on univariate analysis. On multivariate analysis, Stage (P = 0.02) and younger age (P = 0.028) maintained statistical significance. Factors related to administration of adjuvant chemotherapy and predicting for inferior estimated 3-year OS included the presence of underlying cardiovascular abnormalities (P = 0.023), need for dose reductions (P = 0.038), and noncompletion of planned chemotherapy (<0.001) [ Table 3 ].
A total of 49 events had occurred at median follow-up. The estimated 3 year EFS for Stage I, Stage II, and Stage III was 89.9%, 88.5%, and 75.7%, respectively [ Figure 2 ]. Three years estimated EFS for the entire cohort was 86%. 
Discussion
The importance of complete mesocolic excision aiming at the separation of the mesocolic from the parietal plane and true central ligation of the supplying vessels right at their roots has now been routinely adopted across centers and is used as standard in our institution. [9, 23] The use of adjuvant chemotherapy, initially with 5-fluorouracil-based bolus regimens, and later with better tolerated infusional 5-fluorouracil -oxaliplatin doublets, has additionally improved outcomes in Stage II and Stage III colon cancers. [10] [11] [12] [13] 24, 25] Such has been the improvement in outcomes that there is a trend toward a reductionist approach regarding duration and regimen of adjuvant therapy. The IDEA project, comprising more than 12,000 patients from six pooled trials has offered patients and treating physicians the options of 3 months of therapy in Stage III cancers. [19] Data from India regarding incidence, prevalence, and outcomes of CRC is scarce. [2, 20] In the current study baseline characteristics which appear different in as compared to published literature include a younger median age of presentation (sixth decade as opposed to seventh in western studies), a relatively smaller proportion of elderly patients (16.2%), and a higher percentage of signet-ring histology (8.1%). [13, 26, 27] About 26.4% of patients with Stage II cancers did not receive adjuvant chemotherapy. Of the remaining 73.6% of patients, a majority received a doublet regimen. These patterns are reflective of the unsolved questions of whether MSI status trumps traditional poor prognostic factors, the lack of benefit of 5 FU/capecitabine in MSI-H tumors and the potential for oxaliplatin to overcome lack of benefit of 5-FU in MSI-H tumors. [28] [29] [30] [31] Stage II tumors are a heterogeneous cohort, with treatment decisions being individualized. A patient with a T4 disease (25.9% in this subset of Stage II cancers) and poorly differentiated histology, but Stage II is likely to behave closer to a Stage III cohort (with potential benefit from a doublet adjuvant regimen) in terms of outcomes as opposed to a patient with T3 disease, MSI -H status and lack of poor prognostic factors (likely candidate for observation).
Patients with Stage III disease were mostly treated with either CAPOX or mFOLFOX-6 regimens (92.1%), as is currently recommended by guidelines. [29] Despite being a real-world nontrial cohort, completion rates with adjuvant doublet regimens in this study in Stage III cancers were an impressive 83.7%, as opposed to lower rates seen in international seminal studies (André et al., FOLFOX -74.7%; Haller et al., CAPOX -69%). [12, 32] 89.8% of doses of all planned chemotherapy was delivered. This is a pointer toward careful patient selection required for administration of adjuvant chemotherapy as well as the use of a lower dose of capecitabine (2000 mg/m 2 /day as opposed to 2500 mg/m 2 /day).
Compliance and completion rates with adjuvant chemotherapy in this study were high and this is heartening to note. Eighty-five percent and 81.2% of patients receiving monotherapy and doublet chemotherapy, respectively, were able to complete their planned 6 months of adjuvant treatment. Toxicities seen with monotherapy were mainly hand-foot-syndrome (HFS: Grade 2 and Grade 3%-25.6%) and diarrhea (9.5%), while with oxaliplatin-based doublet, sensory peripheral neuropathy was the most common dose-limiting toxicity (Grade 2 and Grade 3%-14.5%), though incidence of HFS was also high (20.2%). The incidence of neuropathy is similar to published literature, but also is a cautionary note with regard to the need for constant surveillance while on oxaliplatin. The short follow-up duration of this study means we are unable to comment on the incidence of long-term residual neuropathy, which may be irreversible and range anywhere between 10% and 79%. [11, 13, 33] The incidence of myelosuppression-related side-effects was low in this study. While the incidence of myelosuppression across studies has been low with FOLFOX/CAPOX across regimens in published literature, an additional reason for this low incidence in this study is the use of modified FOLFOX-7 regimen (no bolus 5-FU) as adjuvant chemotherapy in our institution.
Due to the lower age incidence of CRC in India, there is a surfeit of data regarding the survival and use of adjuvant chemotherapy in elderly patients (>65 years). [34] [35] [36] 16.5% of patients in this study were elderly, and they had a stage-wise distribution that mirrored the entire cohort. We also noted a lower incidence of signet and mucinous CRC in the elderly population as compared to the entire cohort and this difference was statistically significant for both characteristics (not shown). Completion rates of adjuvant chemotherapy were 76.3% for the elderly population, and this was nearly 10% less than completion rates for the entire cohort. This highlights the need for careful patient selection as well as the potentially similar benefit elderly patients derive from fully-dosed adjuvant chemotherapy as compared to a younger population.
There have been increasing data evaluating the correlation of outcomes with completion rates of adjuvant chemotherapy, lower completion rates of chemotherapy in an elderly population as well as the presence of comorbidities like diabetes mellitus being associated with poorer survival in CRC. [36] [37] [38] [39] The high burden of cardiovascular comorbidities in the Indian population is reflected in our study and enabled us to evaluate whether such comorbidities affect outcomes (diabetes mellitus -17.1%, hypertension -18.9%). [40] Despite the short follow in this study, patients who had comorbidities required dose reduction and were unable to complete planned chemotherapy clearly had an inferior survival. The recently published ACCORE study also had identified a cohort of elderly patients receiving <50% of planned cycles of chemotherapy as having an inferior survival. [36] The conundrum of whether patients with comorbidities receive lesser dose intensity to avoid toxicities as opposed to uncontrolled comorbidities affecting the delivery of maintained intensity of chemotherapy is a common problem to tackle for treating physicians.
The short follow-up and lack of events in this study preclude a detailed analysis of outcomes and prognostic factors. Early outcomes in all stages of colon cancer in this cohort appear satisfactory with very low recurrence rates. A longer follow-up will enable a more accurate picture of actual survival and outcomes. Besides stage, the only factor associated with inferior OS was a younger age group (<50 years). Such a correlation between age and inferior outcomes in CRC has been seen in previous Indian and Chinese studies, though at various age cut-offs. [2, 41, 42] While overall initial outcomes for all cohorts in this study appear high, the inferior survival in a younger age group merits further evaluation. [43] The current study is the first of its kind from India and gives a snapshot of the practice of adjuvant chemotherapy and compliance with the same in a purely nonmetastatic colon cancer cohort. We have also identified certain practice-related factors like the need for dose reduction and the presence of comorbidities influencing outcomes adversely. However, multiple caveats exist, considering this is a retrospective study. MSI status is not reported in all stages and we have concentrated only on Grade 3 and Grade 4 side effects in reporting toxicities. We have also not reported as to why patients were treated with 5-fluorouracil versus capecitabine-based regimens despite treatment in a single center. Most importantly, the short median follow-up of 22 months precludes any firm judgment on the survival outcomes of Indian patients as compared to those from other countries where colon cancers are more common.
Conclusions
The current study identifies a lower age of presentation of non-metastatic colon cancers in India, with high compliance and completion rates of planned adjuvant chemotherapy. Early survival outcomes appear comparable to published literature, but longer follow-up is required. Stage and younger ages (<50 years) were prognostic, while the presence of cardiovascular comorbidities, and inability to administer planned chemotherapy due to dose reduction and premature cessation, appear to affect survival adversely.
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There are no conflicts of interest. every 14 days in our tumor board on compassionate grounds based on limited clinical data. Her performance status improved to ECOG performance status 1 and her requirements of supplemental oxygen therapy drastically reduced with subsequent cycles, and by the end of 3 rd cycle, she did not require supplemental oxygen. Computed tomography scan done at 12 weeks showed partial response with pleural mass reduced to 3.5 cm [ Figure 1 ]; she has completed 24 cycles of nivolumab with sustained response. She tolerated the regimen well with Grade 2 hypothyroidism (CTCAE Ver 4.03) requiring 50 μg levothyroxine supplementation as well as a low-grade elevation of his serum lipase, but no evidence of hepatitis or pancreatitis could be found and required no intervention. [4] At the time of this writing, she remains active and disease controlled more than 24 months after malignant disease was diagnosed.
There remains a substantial need for alternative approaches to MPM therapy as outcomes with traditional chemotherapy regimens remain disappointing at best, with high failure rates and significant side effect profiles. Here, we report a case of a patient with MPM who experienced rapid disease progression after standard chemotherapy, but had an exceptional and sustained response to immune checkpoint inhibition with single-agent nivolumab. Further studies may provide insight into the role of this treatment in the management of MPM.
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